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ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 


PREEACE 


Herbert  P.  Gleason,  Esquire 
Chairman,  Health  Concerns  Committee 
United  Community  Planning  Corporation 
Eormer  Chairman,  City  of  Boston  Board  of  Health  and  Hospitals 


In  the  fall  of  1983,  the  Health  Concerns  Committee  of  United  Community 
Planning  Corporation  worried  that  the  failure  of  the  Commonwealth  Health  Care 
Corporation  might  discourage  other  efforts  to  develop  "managed  systems"  to  enlarge 
access  to  quality  care  for  people  of  limited  means.  The  Commonwealth  Health  Care 
Experiment  attempted  to  construct  a coherent  system  of  care  for  welfare  recipients 
in  the  City  of  Boston  at  neighborhood  health  centers  and  a number  of  teaching 
hospitals.  For  the  reasons  which  Mitchell  Rabkin  describes  later  in  this  publication, 
the  CHCC  Experiment  never  enjoyed  the  trust  of  the  leaders  of  the  population  it 
was  supposed  to  help. 

Nevertheless,  the  members  of  the  Health  Concerns  Committee  continued  to 
believe  that  managed  care  offers  quality  at  less  cost  to  everyone.  Less  may  be  best, 
as  David  Frost  pointed  out  in  his  remarks.  We  felt  it  was  important  to  popularize 
that  view,  and  so  we  scheduled  a Forum  where  the  believers  could  preach.  (Out  of 
deference  to  Governor  Dukakis,  who  deplores  the  manipulation  implied  by  the  word 
"managed"  we  titled  the  Forum  "Organizing  Health  Care",  and  we  prefer  to  speak  of 
"organized"  rather  than  "managed"  health  systems.) 

Happily  our  fears  were  unwarranted.  The  evident  success  of  HMOs  and  other 
organized  plans  in  providing  better  care  at  lower  cost  to  insured  patients  was 
pouring  in.  Undeterred  by  the  CHCC  experience.  Governor  Dukakis  instructed  his 
administration  to  find  ways  in  which  public  funds  could  purchase  membership  in 
organized  systems  for  the  uninsured.  Two  of  his  top  officials,  Bailus  Walker  and 
Joanne  Bluestone,  who  addressed  our  Forum,  are  themselves  believers  in  the 
"organized"  approach. 
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So  by  May  3,  1984,  when  the  Forum  took  place,  our  aim  was  no  longer  to 
promote  the  concept  of  organized  care,  but  rather  to  examine  how  it  can  work  best 
for  whom.  Many  of  the  speakers  raised  the  same  concerns:  Who  will  decide  what 
services  are  provided?  How  will  their  quality  be  assured?  How  can  continuity 
among  providers  be  maintained?  How  much  access  to  high  technology  can  we  afford? 

Mitchell  Rabkin  concluded  that  the  Commonwealth  Health  Care  Corporation 
failed  because  it  proposed  to  curtail  a patient's  free  choice  without  convincing 
patients  that  managed  care  would  be  better  for  them.  All  of  the  speakers  concurred 
that  the  decision  to  give  up  free  choice  must  be  voluntary.  Fllen  Hafer,  James 
Taylor  and  Robert  Master,  all  of  whom  have  long  experience  with  Neighborhood 
Health  Centers,  believe  that  patient/community  control  of  provider  decisions 
resolves  the  contradiction  of  cost,  quality,  and  access. 

Two  major  developments  are  imminent:  Promulgation  of  regulations  which 

allow  Medicare  to  prepay  membership  for  Social  Security  recipients  in  organized 
health  plans  which  are  not  biased,  as  Robert  Master  points  out,  in  favor  of  hospitals; 
and  the  capacity  of  the  Boston  Health  Plan  to  offer  prepaid  membership  to  all  of  the 
citizens  of  Boston  — whether  insured  privately,  by  Medicaid  or  Medicare  or  not  at 
all  — in  their  own  Neighborhood  Health  Centers. 

The  members  of  the  Health  Concerns  Committee  of  United  Community 
Planning  Corporation  contributed  greatly  to  the  success  of  this  Forum,  because  they 
happily  performed  the  tasks  assigned  to  them  by  Margaret  Ryan,  the  Staff  Director 
of  the  Committee. 


ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 


THE  NEED  FOR  AN  ORGANIZED  SYSTEM  OF  HEALTH  CARE 


Bailus  Walker,  Jr.,  Ph.D.,  M.P.H. 

Commissioner,  Massachusetts  Department  of  Public  Health 
Chairman,  Public  Health  Council 
Appointed  by  the  Governor,  June  3,  1983 

Full  discussion  of  the  subject  I have  been  asked  to  address  — the  need  for  an 
organized  system  of  health  care  — would  require  a book-length  publication  or  a full 
year's  course  in  health  care  organization.  My  observations  must,  therefore,  be 
limited  to  consideration  of  three  intertwined  indicators  of  the  need  for  better 
organization:  problems  within  the  traditional  fee-for-service  system  of  health  care; 
access  and  quality  problems  facing  us  now;  and  future  trends  that  will  affect 
organization  of  health  care. 

There  is  a well-worn  dictum  that  form  follows  function.  In  the  structure  of 
health  care  programs,  function  follows  funding.  Students  of  our  health  care  system 
perceive  that  chosen  methods  of  financing  the  system  cast  a long  shadow  over  the 
form  that  the  whole  system,  and  its  component  parts,  take. 

The  fee-for-service  payment  method  has  shaped  the  present  form  of  health  care 
delivery  and  continues  to  dominate,  even  though  prepaid  plans  such  as  HMOs  are 
much  in  evidence  and  the  increasing  supply  of  physicians  is  causing  substantial 
numbers  to  go  into  salaried  positions  rather  than  into  private  practice. 

While  services  are  provided  in  abundance  to  people  able  to  pay  established  fees 
either  with  insurance  benefits,  or  from  their  own  pockets,  or  both,  the  system 
functions  far  less  smoothly  for  those  who  cannot  pay  their  own  fees.  Low-income 
individuals  and  families  must  rely  on  tax-supported  programs  for  services  which  may 
or  may  not  be  covered  by  public  reimbursement  programs,  notably  Medicare  and 
Medicaid.  The  problems  involved  become  painfully  evident  in  our  state  when 
numbers  of  physicians  in  private  practice  are  unwilling  to  participate  in  Medicaid 
reimbursement  and  some  health  care  providers  claim  that  provisions  of 
Massachusetts'  Chapter  372  regulations  cause  them  to  require  upfront  deposits  for 
elective  survery  and  to  impose  more  stringent  facility-admission  requirements. 
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As  a result,  municipally-funded  hospitals  such  as  Boston  City  Hospital  are 
having  to  assume  a heavier  burden  of  care.  If  this  gro\A/ing  problem  is  not  addressed 
soon  by  voluntary  means,  even  more  stringent  government  intervention  may  be 
necessary. 

As  for  access  and  guality,  a well-worn  cliche  has  it  that  the  very  rich  and  the 
very  poor  receive  the  best  medical  care.  This  is  a half-truth  at  best.  Even  when  the 
best  care  awaits  the  poor,  for  example  in  teaching  hospitals  and  their  outpatient 
departments,  economic  and  other  kinds  of  pressures  can  prevent  those  who  need  the 
care  from  taking  full  advantage  of  it.  In  contrast  to  the  affluent  individual  who  can 
find  time  at  his  or  her  convenience  to  receive  a complete  medical  evaluation, 
perhaps  through  an  employer's  executive  health  program,  a low-income  individual 
risks  losing  several  work  days  spent  standing  in  line  or  sitting  for  interminable  hours 
in  outpatient  department  waiting  rooms  in  order  to  be  seen  in  a number  of  clinics 
and  diagnostic  units. 

Here  I want  to  strike  sharply  at  those  who  use  Chapter  372  as  an  excuse  for 
denying  access  to  health  care  to  those  who  need  it.  Those  who  would  put  the 
policies,  prestige,  and  politics  of  health  care  institutions  before  the  basic  human 
needs  of  the  community  do  all  of  us  a great  disservice.  Such  an  approach  is 

short-sighted  and  should  be  viewed  as  dangerous  to  the  community's  health  and 

welfare.  In  government  we  have  an  ongoing  obligation  to  insure  that  our  health  care 
system  meets  the  test  of  the  three  C's:  comprehensiveness,  continuity,  and 

coordination.  These  characteristics  are  based  on  the  concept  that  everyone  who 

needs  medical  and  related  services  is  entitled  to  them.  The  right  service,  for  the 
right  patient,  at  the  right  time  and  at  the  right  place  is  a familiar  concept,  one  to 
which  we  have  long  subscribed  and  which  we  must  strive  toward  in  the  future. 

It  may,  however,  be  more  productive  to  think  less  of  rights  to  health  care  and 
more  of  the  responsibilities  — for  communities  to  provide  adeguate  care,  for 
individuals  to  use  such  care  economically  and  effectively,  and  for  all  who  are 
involved  with  providing  or  receiving  health  care  to  help  shape  the  service-delivery 
system.  Perhaps  that  view  has  evolved  from  my  reviev/  of  the  literature  in  which 
continuing  proposals  for  national  health  insurance  suggest  a v/idespread  belief  that 
egual  access  has  not  yet  been  achieved. 
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There  are  two  wide  disparities  under  current  governmental  health  care 
financing.  First,  there  are  substantial  gaps  in  eligibility  requirements  for  Medicare 
and  Medicaid.  These  result  in  an  inequitable  differential  in  access  between  program 
beneficiaries  and  non-beneficiaries.  Second,  inequitable  access  by  income  remains 
even  after  accounting  for  differences  in  other  individual  characteristics. 

It  is  a cruel  irony  that  biomedical  advances  of  the  past  thirty  years  and  their 
swift  translation  into  new  technologies  and  other  miraculous  therapies  have 
increased  the  cost  of  health  care,  thus  intensifying  the  effects  of  the  vicious 
poverty/inadequate  health  cycle  in  which  the  poor  are  entrapped:  the  poor  cannot 
pay  for  adequate  care;  consequently  they  earn  less  money  and  thus  cannot  pay  for 
needed  care.  As  a result  they  are  more  likely  to  be  sick  and  to  sink  further  into 
poverty.  This  can  happen  to  one  person  or  one  family,  and  it  can  continue  from 
generation  to  generation. 

This  is  happening  everywhere  today.  Poverty  is  back  in  the  news.  According  to 
a recent  Census  Bureau  report,  the  number  of  Americans  in  poverty  jumped  by  more 
than  thirty  percent  in  the  three  years  from  1979  to  1982.  More  than  one  in  every 
seven  Americans  is  now  poor.  Among  children  below  the  age  of  six,  the  number  in 
poverty  has  grown  to  more  than  forty  percent.  More  than  one  of  every  five  children 
is  malnourished.  These  and  a whole  series  of  other  figures  tell  us  that  something  is 
wrong  and  that  we  must  re-examine  assumptions  about  the  so-called  health  and 
welfare  safety  net,  specifically  for  the  health  care  system. 

From  where  the  poor  are,  the  safety  net  may  appear  to  have  been  constructed 
in  a way  that  ensnares  them  while  it  protects  the  rich;  rather  than  providing 
support,  the  net  is  entangling  those  whose  needs  are  greatest.  Though  the  needs  of 
the  poor  are  often  greater,  those  who  can  pay  still  receive  more  care.  Since 
entitlement  to  private  sector  health  care  must  be  earned,  either  by  earning  money 
to  pay  the  fee  or  earning  the  right  to  be  covered  by  health  insurance,  those  unable 
to  earn  this  entitlement  usually  become  recipients  of  less  than  adequate  care,  if 
they  seek  or  receive  care  at  all.  The  safety  net  has  done  little  to  equalize  access, 
quality,  and  cost  of  health  care  for  all. 


4 

Prevention  is  another  missing  strand  in  the  existing  safety  net.  President  Bok 
of  Harvard  recently  stated  that  up  to  one-half  of  all  illness  now  confronting  the 
medical  system  could  have  been  avoided  through  changes  in  behavior  or  by 
preventive  health  measures.  Yet  prevention  currently  receives  only  1.5  percent  of 
the  total  teaching  time  in  the  medical  school  curriculum.  It  receives  less  than  5 
percent  of  the  total  time  of  patient/physician  interaction  and  accounts  for  less  than 
10  percent  of  the  total  reimbursement  expenditures  of  third-party  payers.  I suggest 
that  third-party  payers  need  to  apply  more  pressure  on  the  system  to  make 
prevention  of  disease,  and  of  progression  of  disease,  a reality  in  the  day-to-day 
delivery  of  health  care. 

Fragmentation  punches  another  hole  in  the  safety  net.  We  have  divided 
individuals  into  various  parts,  various  systems,  and  we  have  groups  of  people  who 
handle  each  one  of  these  parts  and  systems.  In  some  specialties  v/e  even  have 
vocabularies  setting  up  security  barriers,  much  like  the  Central  Intelligence 
Agency.  Though  we  must  acknowledge  that  the  body  of  biomedical  knowledge  has 
grown  beyond  the  point  where  one  health  care  professional  can  absorb  or  apply  it,  all 
forms  of  health  care  practice  must  still  provide  total  care  to  whole  individuals. 

Splitting  up  a patient  occurs  not  so  much  because  we  have  specialists  who  are 
unwilling  to  work  together,  but  because  administratively  we  have  given  the 
individual  a series  of  medical  labels.  When,  as  it  must,  money  comes  to  us  from 
higher  levels,  it  is  not  labeled  for  people.  Rather  it  is  earmarked  for  tuberculosis, 
cancer,  venereal  disease,  for  mental  hygiene,  for  the  blind  or  those  otherwise 
handicapped.  Even  aside  from  the  question  of  various  organs  and  various  diseases, 
patients  are  split  asunder  by  administrative  pressure  toward  fragmentation.  The 
separateness  of  a couple  of  manila  folders  at  some  high  echelon  can  mean  a four-  or 
five-hour  trip  and  a subway  transfer  between  two  clinics  for  an  elderly  person  with 
rheumatoid  arthritis  and  hypertension. 

We  are  beginning  to  recognize  the  unfortunate  aspects  of  specialization  and  the 
importance  of  generalization  as  applied  in  primary  care.  We  are  gaining  sharper 
insight  from  our  study  of  health  care  economics,  health  services  planning,  and 
community  medicine.  We  see  the  individual  who  has  five  different  ailments  and  who 
has  to  go  to  five  different  clinics  because  five  different  organ  systems  are  involved. 
We  know  this  can  become  a full-time  endeavor  for  an  individual,  when  he  or  she  is 
really  one  human  being  and  not  five  separate  medical  records.  What  is  more,  these 
five  separate  files  may  not  be  coordinated  because  coordination  relates  to  the  flow 
of  money;  if  the  money  does  not  flow  there  is  very  little  coordination. 
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The  forces  of  separateness  are  strong  and  we  continue  to  hear  that  mental 
health  problems  are  separate  and  apart  from  physical  ills  and  should  be  handled 
apart.  Look  at  a patient  who  has  suffered  a stroke  or  pancreatic  cancer  and  with  it 
a tremendous  blow  to  his  emotional  equilibrium.  Is  this  person  a medical  patient  or 
a mental  patient?  He  is  both.  Have  we  not  learned  enough  from  several  decades  of 
social  and  medical  experimentation  to  say,  "Split  this  person  no  further;  his  or  her 
strengths  have  already  been  sundered  to  the  breaking  point.  Put  the  person  back 
together  again.  Treat  the  individual  as  one  human  being."  This  concept  of  the 
patient  as  an  individual  who  belongs  to  one  family  and  has  one  set  of  problems,  must 
permeate  medicine  and  community  health  service  in  the  future.  It  must  be  accepted 
on  all  administrative  levels,  even  those  high  levels  far  removed  from  frequent  actual 
contact  with  sick  people.  We  professional  health  workers  must  develop  the  courage 
and  tenacity  to  insist  that  our  programs  be  geared  to  fit  the  needs  which  are  here 
and  now  and  not  those  which  existed  years  ago  in  the  minds  of  "social  planners"  or 
will  be  set  out  three  months  from  now  in  the  interpretations  made  by  financial 
analysts. 

Before  turning  to  future  trends,  I must  comment  briefly  on  teaching  hospitals. 
These  institutions  must  balance  the  long-term  needs  of  a university,  indeed  of  the 
community,  for  teaching  and  research,  with  the  immediate  need  for  community 
service.  The  two  sets  of  needs  are  frequently  in  conflict  and  when  one  overwhelms 
the  other,  they  both  suffer,  as  do  the  institution's  patients.  The  social  attitudes  of 
our  health  care  providers  too  frequently  still  reflect  the  notion  that  the  poor  who 
obtain  their  care  at  teaching  institutions  are  there  as  "clinical  material".  This 
latter  expression  and  the  tone  in  which  it  is  usually  uttered  betray  an  attitude 
toward  people  which  is  destructive  of  the  mutual  respect  necessary  for  good  medical 
care.  The  first  function  of  any  hospital  worthy  of  the  name  must  be  to  serve  the 
sick  and  injured.  Since  the  quality  of  care  is  high  in  an  environment  of  constant 
intellectual  ferment  and  inquiry,  teaching,  research,  and  service  must  be 
complementary  activities  and  balancing  the  three  must  remain  an  ongoing  effort. 

As  to  the  future,  the  greatest  challenge  in  the  latter  half  of  the  1980s,  and 
beyond,  will  lie  in  the  areas  of  planning  and  policy  development.  Plans  and  policies 
must  be  formulated  to  undergird  the  evolution  of  health  care  arrangements  and 
organizations  which  will  give  reasonable  choices  to  both  consumers  and  providers  of 
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health  care.  Such  arrangements  and  organizations  must  provide  responsive  and 
reasonable  services  at  reasonable  rates  and  must  meet  high  standards  of  quality  and 
equity  of  access.  We  must  find  the  determination  to  remold  our  programs,  clinics, 
hospitals,  and  health  care  centers  around  a set  of  comprehensive  services 
contributed  by  all  agencies,  both  in  government  and  in  the  private  sector,  each 
proud  to  blur  its  tight  organizational  lines  and  programs  in  favor  of  a uniform 
package  of  high  quality  comprehensive  health  and  social  services  for  those  in  need. 

It  is  difficult  to  see  how  we  can  achieve  such  arrangements  without  leadership 
at  the  federal  level.  Unfortunately,  that  leadership  now  is  fully  occupied  with 
spending  for  defense  and  juggling  deficits.  So  we  may  need  to  proceed  without 
additional  federal  help  or  even  repair  of  the  existing  safety  net. 

Nevertheless,  opportunities  abound  for  comparison,  experiment,  and  creative 
innovation  at  the  state  level.  Our  interest  must  extend  more  actively  to  the 
community  through  better  liaison  with  extended  care  facilities,  nursing  homes, 
community  health  centers  and  other  ambulatory  services,  with  the  goal  of  reducing 
cost,  reaching  more  people  in  need  of  preventive  service  or  the  least  service  that 
may  contain  illness.  The  hospital  is  or  should  be  one  of  the  major  institutions 
involved  in  coordination  of  health  planning,  to  ensure  equity  of  access  to  high 
quality  medical  care  that  is  organized  and  financed  to  protect  families  from 
financial  hardship  and  make  future  development  of  health  care  more  responsive  to 
their  needs  and  preferences. 

All  this  seems  to  me  to  suggest  several  approaches.  First,  1 think  we  must  give 
true  meaning  to  partnership  between  private  and  public  sectors  of  the  health  care 
system,  to  ensure  true  equality  and  better  care  of  all  persons.  In  Boston,  the  Boston 
City  Hospital  and  related  institutions  must  become  more  thoroughly  integrated  into 
a single  network  of  health  care  facilities  that  will  serve  every  segment  of  the 
community  equally  well.  Second,  the  financial  base  and  the  quality  of  medical  care 
in  community  health  centers  must  be  improved.  Programmatically,  these  centers 
are  well  attuned  to  the  population's  need  for  comprehensive  health  care.  Wisdom 
suggests  that  the  continued  strong  support  can  improve  management  and  capability 
for  service  delivery  within  these  facilities.  Third,  I think  the  health  planning 
process  must  be  reinforced  so  it  can  effectively  promote  balance  in  the  health  care 
system.  This  balance  must  include  availability  of  necessary  services,  but  not 
encourage  use  of  unnecessary  manpower,  to  meet  medical  needs  geographically 
distributed  on  a rational  and  equitable  basis.  In  some  communities  this  may  mean  a 
reduction  in  hospital  beds,  less  attention  to  acute  care,  and  limitations  on  the 
performance  of  surgical  procedures.  Finally,  rather  than  contesting  the  emergence 
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of  new  forms  of  care,  such  as  ambulatory  centers,  we  would  do  better  to  join  forces 
to  accelerate  the  development  of  better  services,  making  sure  they  are  not 
fragmented,  discontinuous,  or  unacceptable. 

So  we  must  decide:  Will  we  move  ahead  on  a difficult,  tangled,  complex 

undertaking,  fraught  with  political,  social  and  economic  risk?  Will  we  take  steps  to 
revise  funding  patterns  so  that  function  and  form  will  better  meet  all  needs  and 
achieve  our  three  C's?  Or  will  we  listen  to  the  voices  which  say,  "Do  more  studies" 
or  "It  is  something  nobody  can  do  much  about"?  I hope  instead  that  we  will  decide 
not  to  stand  still,  that  we  will  redefine  our  objectives  and  reshape  our  system. 
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ORGANIZING  HEALTH  CARE;  BALANCING  COST,  QUALITY  AND  ACCESS 

THE  MEDICAID  EXPERIENCE 


Joanne  Baxter  Bluestone 
Associate  Commissioner  for  Medical  Payments 
Massachusetts  Department  of  Public  Welfare 
Eormer  Director,  Social/Health  Maintenance  Organization  Project, 

Brandeis  University 

Eormer  Executive  Director,  Health  Planning  Council 
for  Greater  Boston 

Exactly  one  year  ago  this  week  many  of  us  gathered  in  Gardner  Auditorium  at 
the  State  House  to  discuss  Managed  Health:  A Major  New  Initiative  in  the  Health 
Care  Field.  This  plan  for  Medicaid  recipients  in  Massachusetts  never  came  to 
fruition  . It  met  a fate  that  many  new  programs  meet:  The  design  is  not  always 
perfect,  the  program  is  marketed  poorly,  it  doesn't  really  meet  the  needs  of  the 
population  that  it  is  meant  to  serve,  it  raises  problems  of  freedom  of  choice,  and  the 
initiators  are  unable  to  assure  that  the  program  is  going  to  save  money.  The 
Commonwealth  Health  Plan  was  seen  as  a product  of  the  teaching  hospital 
community  rather  than  as  a primary  care  program  based  in  the  main  in  community 
health  centers  with  management  of  care  done  there.  We  need  to  learn  a lesson  from 
the  failure  of  that  program. 

I spoke  in  1983  of  the  growth  of  the  Medicaid  budget,  the  decreasing  percentage 
of  the  poor  and  the  near  poor  who  have  access  to  medical  services,  the  growing 
complexity  and  fragmentation  of  the  system  we  have  built.  Today  in  Massachusetts 
there  are  slightly  over  450,000  Medicaid  recipients.  While  only  22%  of  this 
population  is  over  65  years  of  age,  they  use  70%  of  the  Medicaid  budget.  That 
budget  will  be  $1,200,000,000  next  year,  the  largest  line  item  in  the  state  budget. 
Of  our  total  dollars,  51%  goes  directly  to  nursing  homes  and  chronic  disease 
hospitals.  The  average  patient  who  enters  a nursing  home  spends  down  his/her 
resources  in  seven  months;  75%  of  patients  in  nursing  homes  are  paid  for  by 
Medicaid.  Another  30%  of  our  budget  goes  to  hospitals,  5%  to  physicians,  and  14% 
to  ambulatory  and  community-based  services.  We  pay  for  only  limited  health  care 
services  for  the  32,000  individuals  who  are  on  General  Relief.  The  Department  will 
add  $10.8  million  in  the  FY85  budget  for  care  of  this  population,  the  beginning  of  a 
three-year  effort  to  fully  restore  medical  services  to  the  General  Relief  population. 
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In  1982,  the  Federal  Omnibus  Reconciliation  Act  forced  the  closure  of  28,000 
cases  (almost  106,000  individuals)  of  welfare  clients  in  Massachusetts.  We  have  no 
clear  notion  of  what  is  facing  those  people  today  and  we  have  no  accurate  count  of 
the  working  poor,  largely  uncovered  by  any  form  of  health  insurance.  We  do  know 
that  all  three  of  these  populations  are  experiencing  increased  difficulty  in  accessing 
needed  services.  Boston,  a "medical  Mecca",  has  three  medical  schools  and  a large 
number  of  teaching  hospitals,  yet  two-thirds  of  the  census  tracts  in  the  City  of 
Boston  are  medically  underserved  for  primary  care.  There  is  something  wrong  with 
this  system!  At  the  same  time  the  Medicaid  program  is  being  asked  to  pay  for  an 
increasing  number  of  kidney,  heart  and  liver  transplants.  Each  of  these  procedures 
costs  between  $100,000  and  $150,000.  The  first  year  costs  of  a liver  transplant 
would  pay  for  11,904  primary  care  visits  for  Medicaid  recipients.  The  choices  are 
not  easy. 

In  this  context  we  are  working  feverishly  to  find  new  options  and  alternatives 
for  the  care  of  recipients.  Twelve  thousand  Medicaid  recipients  are  now  voluntarily 
enrolled  in  The  Health  Connection  — our  new  system  of  coordinated  care.  By  the 
early  fall  of  1984,  we  will  have  contracts  with  55  groups  of  providers  across  the 
state.  We  are  caring  for  the  AFDC  population  through  both  closed  panel  and  IPA 
models  of  HMOs,  community  health  centers  and  case  management  programs.  The 
frail  elderly  are  being  case  managed  both  in  their  communities  and  in  an  innovative 
nursing  home  program  for  500  patients  which  utilizies  nurse  practitioners  and 
physicians  resulting  in  a marked  drop  in  the  number  of  hospital  days.  We  will  also 
see  an  increase  in  the  enrollment  of  our  recipients  in  new  ambulatory  capitation 
programs  in  community  health  centers.  We  are  working  on  a sole  practitioner  model 
in  which  an  individual  physician  will  take  responsibility  for  the  primary  care  of 
Medicaid  individuals.  We  are  dedicated  to  giving  those  covered  by  Medicaid  free 
choice  options  for  care  in  a variety  of  coordinated  health  settings. 

We  want  to  maintain  high  guality  care  through  cost  effective  methods  of 
delivering  that  care.  We  are  working  hard  to  stem  the  tide  of  growing  disenrollment 
from  the  program  by  Medicaid  providers,  particularly  obstetricians  and  gyne- 
cologists in  certain  geographical  areas  of  the  state.  In  December  1983  an  area 
including  the  Cape  and  parts  of  the  South  Shore  and  North  Shore  had  only  one 
enrolled  Medicaid  obstetrician. 
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My  primary  role  at  Medicaid  is  to  be  not  only  a manager  but  an  advocate  for 
the  inidividuals  who  are  covered  by  our  program.  We  have  set  up,  within  the 
Department,  a new  team  that  is  working  on  nothing  but  access  to  care  issues. 

V/e  will  very  soon  reopen  the  Medicaid  office  at  Boston  City  Hospital,  which 
was  closed  in  1982,  hoping  that  this  office  will  once  again  be  of  help  to  clients  who 
are  falling  through  the  safety  net. 

The  erosion  of  the  belief  that  all  Americans  have  a right  to  high  quality  health 
care  services  must  be  stopped.  The  welfare  budget  for  fiscal  year  1985  is  the  best 
poor  people's  budget  in  many  years;  it  is  Public  V/elfare's  pledge  to  do  its  part  for 
the  people  that  we  serve. 
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ORGANIZING  HEALTH  CARE;  BALANCING  COST,  QUALITY  AND  ACCESS 
ACCESS;  EMPOWERMENT  OF  THOSE  SERVED 


Ellen  Winfield  Hafer,  M.A. 

Director,  Manet  Community  Health  Center,  Quincy,  Massachusetts 
Former  Director,  Division  of  Community  Health  Services 
City  of  Boston  Department  of  Health  and  Hospitals 
Boston,  Massachusetts 

As  we  attempt  to  control  rising  costs  of  health  care,  will  we  achieve  gains  or 
suffer  losses  in  quality  and  accessibility? 

We  are  currently  entering  an  era  of  shrinking  resources  for  health  care  when 
redistribution  of  those  resources  is  essential.  This  is  both  a life  and  death  matter 
and  a quality  of  life  issue!  The  struggles  between  our  health  systems  bureaucracies 
and  people  who  are  not  entitled  to  care  can  be  as  strenuous  and  significant  as  any  in 
our  history.  As  we  face  changes  in  organizing  and  financing  our  health  care  system, 
we  must  assure  and  improve  access.  Access  is  Dignity!  It  is  not  just  the  ability  or 
right  to  obtain  health  care;  it  is  the  empowerment  of  individuals  and  communities  to 
decide  how,  when,  where  and  what  is  provided.  It  is  the  power  to  have  the  services 
provided  reflect  the  needs  of  the  consumer.  S/he  must  have  a say  about  the 
resources  that  are  now  controlled,  governed  and  overseen  by  the  few,  the  isolated 
and  the  entitled. 

Community  Health  Centers  embody  this  concept  as  service  innovators  and 
incubators  for  personal  growth  of  consumers  and  employees.  Community  boards 
plan,  develop  and  oversee  most  CHCs  in  Boston  with  the  support  of  medical 
providers  who  pass  up  status  and  financial  security  to  provide  services  to  the  needy 
and  "medically  underserved".  Perhaps  for  the  first  time  major  medical  services  are 
owned  and  operated  by  and  for  consumers. 

CHCs  are  service  innovators  in  that  they  first  assess  the  needs  of  the 
community  and  then  develop  programs  to  serve  those  needs.  Those  include  medical, 
dental,  and  social  services,  mental  health,  day  care,  optometry,  podiatry,  and  — 
most  important  --  patient  advocates  and  community  outreach  workers.  They  also 
offer  special  programs  in  an  individual  community  such  as  home  care,  adolescent 
pregnancy  programs,  lead  paint  screening,  education  and  alcoholism  groups. 
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Often  overlooked  but  a vital  part  of  their  contribution  to  the  fabric  of  our 
society  is  the  personal  growth  of  those  whose  lives  CHCs  have  touched.  It  is  simply 
expressed  anecdotally:  The  driver  becomes  a significant  social  service  provider,  the 
secretary  supporting  her  family  becomes  a health  care  administrator,  the  mother 
chairs  a board  and  sustains  a service  in  her  community.  These  employees  and  board 
members  work,  day  in  and  day  out,  to  make  quality  care  accessible  in  Boston's 
communities.  It's  the  patient  who  finds  out  that  she'll  be  treated  with  respect  even 
if  she  does  not  have  medical  insurance.  It's  the  victim  of  poverty's  illnesses  and 
tragedies  who  finds  not  judgment  but  concern  by  CHC  staff. 

With  the  growing  number  of  uninsured  people  using  health  centers  and  grant 
funds  leveling  off  or  decreasing,  it  is  increasingly  difficult  for  health  centers  to 
sustain  services  which  were  already  uncompensated  and  inadequately  compensated. 
Within  this  context,  the  CHCs  are  attempting  to  address  and  participate  in  new 
initiatives  in  health  care  delivery  and  financing  systems. 

Statewide,  approximtely  12  health  centers  are  participating  in  the  Department 
of  Public  Welfare's  Case  Management  Program  for  AFDC  recipients.  Six  Boston 
CHCs  are  participating  in  the  Boston  Health  Plan,  a managed  care  plan  operating 
out  of  the  City  of  Boston  Department  of  Health  and  Hospitals  serving  over  6,500 
enrollees.  A number  are  participating  in  the  Bay  State  managed  health  care  plan. 

CHCs  are  at  a crossroads.  They  have  become  an  integral  part  of  the  medical 
service  delivery  system  in  Massachusetts.  It  is  unclear  if  other  private  service 
models  will  compete  for  the  paying  portions  of  CHC  populations  or  if  CHCs  can 
adjust  to  new  reimbursement  schemes  and  packaging  of  services.  They  are 
struggling  with  both. 

CHCs  have  a special  importance  in  the  development  of  managed  care  systems. 
By  definition,  "managed  care"  restricts  a patient's  choice.  Demonstrably  that  saves 
money,  but  perhaps  at  the  expense  of  services  patients  badly  need. 

Many  capitated  health  plans  diminish  patients'  roles  in  assessing  their  health 
care  needs  and  limiting  their  input  in  deciding  what  services  are  offered.  To  survive 
in  a "Health  Plan"  is  often  to  obey  the  guidelines,  requirements  and  predetermined 
models  of  care  first,  and  your  body's  needs  second. 
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Those  of  us  who  have  access  to  power  and  to  medical  care  have  to  decide  if  we 
are  willing  to  redistribute  the  resources  we  have.  Are  we  willing  to  sit  at  the  table 
as  eguals  — consumers,  providers,  patients,  physicians,  communities  and  institutions 
— to  address  shifts  in  the  expenditure  of  health  care  resources?  Access  is  not  just 
access  to  care,  but  to  the  decisions  about  what,  when,  how,  and  where  care  is  given. 
Each  brings  different  skills  and  abilities  to  the  table  which  are  of  equal  importance 
in  determining  the  allocation  of  resources.  We  need  to  assess  together  the  impli- 
cations of  the  choices  made  about  the  health  status  of  everyone  in  our  communities. 

The  two  biggest  obstacles  to  extending  access  are  (1)  the  inability  of  the  health 
care  system  to  offer  alternative  models  of  care  to  those  choosing  them;  and  (2)  the 
self-perpetuating  financial  needs  of  the  institutions  and  insurance  monopolies  in  the 
health  care  industry. 

This  challenge  must  be  met  by  (1)  a commitment  of  providers,  insurers,  and 
government  to  share  equitably  the  financial  cost  of  care  to  the  uninsured  and 
underinsured;  (2)  a focus  on  what  needs  are  not  now  being  met;  (3)  a strengthening  of 
the  partnership  between  the  primary  care  provider  and  the  client  in  controlling 
health  care  utilization;  (4)  an  openness  to  innovation  — not  just  technical, 
high-powered  research,  but  innovations  which  come  from  the  identification  and 
articulation  of  consumers  needs;  and  (5)  a greater  commitment  to  the  freedom  of 
choice  of  consumers. 

I know  that  in  every  process  of  change,  success  comes  from  hard  grinding, 
persistent  effort  on  the  part  of  a collaborative  that  stays  at  the  table,  does  not  give 
in  to  anger,  but  sticks  to  specific  agendas  and  works  with  those  who  disagree.  1 fear 
that  what  we  presently  describe  as  reorganizing  health  care  is  just  shifting  medical 
dollars  from  one  power  base  to  another,  not  struggling  for  fundamental  change  in 
access  and  incentives  to  empower  those  without  access.  I do  believe  if  we  can  find 
a solution  that  empowers  consumers,  we  will  at  once  save  money  and  better  meet 
the  health  needs  of  the  community. 
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ORGANIZING  HEALTH  CARE;  BALANCING  COST,  QUALITY  AND  ACCESS 
AMBULATORY  CARE  ADMINISTRATION 

Wendy  Everett  Watson,  Kaiser  Family  Foundation 
Menlo  Park,  California 

Former  Vice  President,  Ambulatory  and  Community  Health  Services 
Brigham  and  Women's  Hospital 

I will  address  the  issues  which  reorganization  of  the  health  care  delivery  system 
presents  to  teaching  hospitals.  I speak  from  my  experiences  as  administrator  of 
Brigham  and  Women's  Hospital,  in  ambulatory  administration  in  California,  and 
currently  as  project  director  for  a Robert  Wood  Johnson  program  for  teaching 
hospitals.  The  RWJ  program  made  two  assumptions  consistent  with  the  theme  of 
organizing  appropriate  care  for  patients  in  the  often  confusing  setting  of  a teaching 
hospital;  (l)Care  must  be  coordinated  by  a primary  care  provider  and  (2)  Patients 
must  shift  the  utilization  of  care  from  the  emergency  rooms  to  primary  care 
facilities. 

As  I reflect  on  my  experience  with  teaching  hospital  programs  there  are  a 
number  of  questions  and  issues  that  stand  out  as  impacting  on  the  changes  in  the 
organization  of  the  health  care  delivery  system.  Teaching  hospitals  take  care  of  a 
high  proportion  of  elderly,  poor  and  predominantly  female  populations  which  are 
increasingly  uninsured  or  government  reimbursed;  less  than  50%  have  private 
insurance. 

We  have  done  extensive  evaluation  of  all  the  patients  in  the  hospital  programs 
and  found  that  they  have  on  the  average  four  to  five  documented  chronic  diseases. 
They  are  people  who  have  been  referred  to  us  many  times  by  neighborhood  health 
centers,  community  physicians,  or  community  hospital  outpatient  departments 
where  the  providers  feel  they  no  longer  have  the  expertise  to  manage  the  patients' 
multiple  chronic  illnesses.  The  patients  we  see  in  the  teaching  hospitals  are  not 
patients  that  are  attracted  to  the  new  physicians'  offices  for  episodic  needs. 

In  response  to  the  data  on  the  teaching  hospital  patient  population  we  have 
started  to  try  to  meet  the  need  for  a provider  who  can  coordinate  the  sub  specialty 
needs  of  patients  through  primary  care  programs.  As  these  primary  care  programs 
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have  developed,  we  have  seen  a high  percentage  of  retention  of  patients,  in  part 
because  the  outpatient  program  bore  strong  resemblance  to  the  private  practice 
model  of  the  physician/patient  relationship.  There  was  little  or  no  physician 
turnover  in  this  program,  and  patients  --  especially  the  elderly  — saw  only  one 
doctor.  When  the  elderly  had  a relationship  with  just  one  physician,  they  continued 
in  the  program  for  four  years;  they  didn’t  use  the  emergency  department;  they  didn't 
leave  and  go  to  another  program. 

In  the  community  hospital  program,  we  were  able  to  isolate  the  importance  to 
patients  of  having  one  provider  whom  they  can  call  in  the  middle  of  the  night,  who 
they  know  will  be  there  every  time  they  go  to  the  clinic.  That  person  can  be  more 
efficient  because  s/he  knows  the  patients,  knows  their  history,  keeps  to  the  same 
regimen  every  time  those  patients  visit.  We  have  incorporated  this  concept  in  our 
ambulatory  care  programs  around  the  country  and  particularly  in  our  teaching 
hospital  program.  The  model  is  set  up  so  that  every  patient  has  a faculty  primary 
provider,  and  that  faculty  provider  works  in  a team  so  that  there  is  access  24  hours 
a day,  7 days  a week.  A patient  can  always  see  a member  of  the  team  and  that 
team  person  can  always  get  in  contact  with  the  faculty  provider.  This  makes  it  a 
little  bit  easier  for  patients  to  navigate  in  a fairly  difficult  system. 

As  we  move  toward  emphasis  on  a primary  care  provider  for  teaching  hospital 
patients,  we  also  find  an  increasingly  unemployed,  uninsured  and  government  insured 
population  at  teaching  hospitals.  In  California  when  care  for  Medicaid  patients  was 
contracted  to  specific  providers,  uninsured  patients  had  to  go  to  designated  hospitals 
in  their  area.  This  often  disrupted  established  relationships  with  primary  care 
providers.  This  change  led  to  less  compliance  by  hypertensive  patients  with  the 
medications  they  need  to  remain  healthy.  In  hopes  of  avoiding  these  reversals  we 
continue  to  work  with  teaching  hospitals  to  develop  primary  care  programs 
coordinating  the  comprehensive  care  needs  of  the  special  patient  populations  which 
use  them. 
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ORGANIZING  HEALTH  CARE;  BALANCING  COST,  QUALITY  AND  ACCESS 
THE  HMO  MOVEMENT  - V/HERE  IS  IT  HEADED? 


David  W.  Frost,  President 
Blue  Cross  of  Massachusetts,  Inc. 

We,  in  Massachusetts,  have  access  to  the  finest  health  care  system  available 
anywhere.  Our  challenge  is  to  deal  with  the  problem  of  high  costs  without 
sacrificing  quality  and  access. 

In  the  sixties  and  seventies  we  believed  that  our  economy  would  continue  to 
expand  endlessly.  So  we  encouraged  training  more  professionals  and  providing 
universal  coverage  and  access  to  care.  Medicare  and  Medicaid  became  realities. 
Huge  sums  were  allocated  to  research  and  advanced  technology.  New  benefits  were 
mandated  by  state  government  in  response  to  pressure  from  special  interest  groups. 
Services  were  provided.  As  a cost  reimbursement  system.  Blue  Cross  was  a 
veritable  open  checkbook  for  service  providers.  The  result  was  an  explosion  of  costs. 

Blue  Cross  premiums  doubled  over  a six-year  period.  Premiums  increased  by 
25%  for  two  consecutive  years;  still  Blue  Cross  lost  over  $40  million  in  those  two 
years. 

Remedies  to  bring  health  care  costs  under  control  include  Chapter  372 
effective  October  1,  1982,  a prospective  reimbursement  system  which  offers 
hospital  incentives  (1)  for  increased  efficiency  of  management,  (2)  for  treating 
patients  in  the  most  appropriate  setting  and  (3)  for  consolidation  and  merger  of 
institutions.  The  results  have  been  positive.  In  1984,  costs  are  expected  to  be  3% 
below  the  national  average  increase,  and  the  Blue  Cross  rate  will  reflect  them. 

We  are  concerned  that  some  HMOs  exclude  certain  categories  of  risk.  V/e 
believe  that  it  is  not  good  public  policy  for  the  state  to  protect  HMOs  which 
categorically  exclude  anyone  over  the  age  of  65,  or  the  Medicaid  population,  or 
others  who  represent  high  risk  health  problems.  What  kind  of  HMO  is  it  that  is 
interested  in  only  taking  care  of  healthy  people?  The  state's  largest  IPA  engages  in 
all  of  these  practices.  They  use  a health  statement  form  to  exclude  certain  people 
who  represent  a high  risk,  suggesting  that  such  people  should  continue  with  Blue 
Cross/Blue  Shield.  It  is  time  to  re-examine  state  policy  and  to  question  the  amount 
of  protection  that  should  be  accorded  such  HMOs. 
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One  issue  frequently  raised  by  critics  of  HMOs  is  quality  of  care.  We  have  seen 
no  credible  evidence  to  sugqest  that  quality  is  sacrificed  when  a person  moves  from 
the  traditional  system  into  an  HMO.  There  is  more  evidence  to  indicate  that  quality 
is  actually  improved.  Whenever  a patient  is  spared  unnecessary  services,  or  a 
second  surgical  opinion  avoids  unneeded  surgery,  or  a patient  who  can  be  treated  on 
an  ambulatory  basis  is  kept  out  of  the  hospital,  or  a hospital  stay  is  legitimately 
shortened,  there  is  an  improvement  in  the  quality  of  care. 

Not  everyone  is  interested  in  becoming  a member  of  an  HMG.  It  does  require 
sacrificing  some  elements  of  freedom  of  choice.  This  being  the  case,  we  are 
developing  several  new  managed  care  products  to  appeal  to  those  individuals  who 
wish  to  retain  their  current  ties  to  the  medical  system  but  who  are  concerned  about 
health  care  costs.  One  of  these  new  products  is  called  Master  Health,  which 
includes  such  HMO  features  as  preadmission  certification,  second  surgical  opinion, 
concurrent  review,  and  formal  discharge  planning.  We  learned  a valuable  lesson 
from  our  HMO  experience  and  determined  that  these  were  some  of  the  features  that 
made  the  HMO  work  so  well.  Why  not,  then,  apply  the  same  features  to  our 
traditional  products? 

The  principal  tool  for  controlling  health  care  costs  is  to  develop  an  alternative 
delivery  system  network.  HMOs  manage  care  and  concentrate  on  maintenance  of 
health  rather  than  treatment  of  illness.  The  Senior  Plan  experiment  conducted  by 
Blue  Cross  at  the  Fallon  Community  Health  Plan  (an  HMO)  began  three  years  ago 
with  3,000  Medicare  eligibles  over  age  65.  At  the  end  of  the  second  year,  the 
number  of  inpatient  days  had  dropped  from  5,000  days  per  1,000  members  to  below 
2,000.  The  federal  government  granted  Blue  Cross  one-half  million  dollars  to 
expand  the  program.  There  are  now  three  new  sites,  more  than  15,000  Medicare 
eligibles  covered  and  enrollment  is  expected  to  reach  25,000  members  by  the  end  of 
1985.  We  have  been  able  to  maintain  stable  rates  for  the  over-65  population  for  a 
three-year  period,  at  $15  per  individual.  This  compares  to  the  $35  that  we  presently 
charge  for  Medex  III,  our  most  commonly  held  Medicare  complementary  program. 

HMOs  throughout  Massachusetts  have  grown.  There  are,  in  all,  19  different 
competing  entities  located  in  30  different  sites,  covering  over  half  a million  people. 
By  the  end  of  this  decade,  it  is  projected  that  1.2  million  people  in  Massachuetts  will 
belong  to  HMOS.  By  1990  we  anticipate  that  almost  everyone  will  be  covered  by 
some  form  of  managed  care. 

We  need  to  do  a better  job  of  extending  managed  care  to  everyone  who  needs  it, 
and  we  must  regulate  the  behavior  of  competitors  to  avoid  unfair  competition. 
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ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 

THE  HOSPITAL  EXPERIENCE 


Mitchell  T.  Rabkin,  M.D. 

President,  Beth  Israel  Hospital 
Boston,  Massachusetts 

In  addressing  the  hospital  experience  in  relation  to  organized  care,  I will 
describe  some  experiments  at  Boston's  Beth  Israel  Hospital  and  then  relate  the 
experience  of  the  Commonwealth  Health  Care  Corporation. 

The  Beth  Israel  and  Children's  Hospitals  had  begun  some  pilot  studies  under 
Massachusetts  Medicaid's  urgino  several  years  ago  with  groups  of  about  lOU  people 
who  were  given  a small  monthly  stipend  to  enroll  in  a managed  care  system.  That 
there  might  be  some  problem  in  evaluating  this  pilot  project  seemed  to  me  evident 
when  I got  a letter  from  Welfare  which  said,  congratulations,  as  we  totalled  up  the 
score  for  the  first  year,  it  looks  like  you  have  saved  Welfare  about  $35,000.  Then  I 
read  the  next  paragraph  which  said,  on  the  other  hand,  if  you  consider  accounting 
for  the  health,  care  costs  for  these  patients  another  way,  in  fact  you  went  into  the 
red  by  $45,000!  It  turns  out  that  the  way  the  system  was  organized,  in  terms  of 
where  these  welfare  clients  could  have  access  to  care,  there  was  no  control:  they 
went  through  a managed  care  system  at  the  BI  and  at  Children's,  but  they  could 
secure  care  without  difficulty  at  Mass.  General,  New  England  Medical  Center  and 
elsewhere,  so  they  had  the  best  of  both  worlds  — a managed  care  system  and 
unlimited  care  elsewhere;  consequently  they  chewed  up  the  resources.  It  cost  ^ 
less  to  care  for  them  but,  overall,  it  cost  Welfare  more. 

Thus,  there  was  no  conclusive  evidence  that  could  be  drawn  from  those 
experiments  over  several  years.  Yet  the  notion  of  managed  care  is  inherently 
attractive.  Certainly  from  the  dollar  point  of  view  the  experience  of  organizations 
such  as  Kaiser  or  the  Harvard  Community  Health  Plan  makes  a strong  argument,  and 
when  one  looks  at  the  indices  of  health  one  can  find  no  deficiency  in  the  health  in 
such  populations.  You  may  find  in  some  HMOs  — which  are  the  essence  of  managed 
care  — that  some  patients  are  less  happy  than  in  a fee-for-service  system.  But  that 
probably  relates  more  to  the  management  of  the  particular  HMQ  than  it  does  to  the 
general  notion  of  managed  care. 
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Kaiser  has  many  units  and  many  regions  — Northern  California,  Southern 
California,  Pacific  Northwest  and  the  like  --  and  within  those,  patients  in  different 
units  have  somewhat  different  experiences  relating  in  part  to  the  nature  of 
management  and  also  to  the  degree  of  socialization  that  each  unit  is  able  to  develop 
among  its  physicians  and  other  providers.  The  providers  who  enter  such  a system 
already  convinced  and  committed  to  the  notion  of  the  HMO  do  a lot  better  than 
others  who  have  wound  up  there  by  happenstance. 

Here  in  Boston,  the  attractiveness  of  the  notion  of  managed  care  through  the 
teaching  hospital  was  not  sufficient  as  an  approach,  as  we  contemplated  dealing 
with  the  problems  of  the  poor.  A lot  of  the  poor  are  cared  for  in  the  teaching 
hospitals  — Boston  has  a greater  density  of  teaching  hospitals  than  any  other  city. 
But  teaching  hospitals  are  expensive  and  not  necessarily  oriented  toward  the 
concerns  of  that  population,  so  there  can  be  problems  of  discontinuity  and  of  cost;  a 
simple  encounter  in  a hospital  OPD  carries  with  it  an  overhead  cost  higher  than  that 
of  a community  health  center  or  doctor's  office.  On  the  other  hand,  the  community 
health  centers,  of  which  there  are  quite  a number  in  Boston,  have  their  own 
problems  such  as  that  of  capacity  — the  numbers  of  patients  they  could  handle  -- 
whether  they  are  open  24  hours  a day,  whether  they  have  translators  and  so  on.  No 
one  site  was  necessarily  ideal,  for  each  site  has  its  advantages,  but  it  was  evident  to 

us  as  we  viewed  overall  the  care  of  the  poor  that  use  of  the  neighborhood  health 
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centers  had  a lot  more  attractiveness,  for  considerations  of  cost  and  convenience, 
than  the  notion  of  the  bulk  of  such  patients  being  treated  in  the  teaching  hospitals. 

On  the  other  hand,  there  are  some  patients  who  strongly  identify  with  individual 
hospitals,  patients  who  may  have  been  hospitalized  at  an  institution  for  a chronic 
disease  now  in  remission  or  under  control,  or  for  an  acute  episode  and  now 
reasonably  well  --  patients  who  do  want  to  maintain  their  relationship  with  that 
hospital  and  should,  for  the  sake  of  the  continuity  of  their  care.  We  felt,  in  balance, 
that  such  individual  relationships  with  individual  institutions,  whether  a 
neighborhood  health  center  or  a teaching  hospital,  should  not  be  disrupted.  So  we 
began  to  look  at  the  notion  that  within  the  limits  of  available  clinical  resources, 
patients  ought  to  be  able  to  have  the  freedom  to  choose  this  provider  or  that,  as 
their  past  experience  and  present  interest  might  dictate. 
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Now  the  concept  of  managed  care,  or  organized  care,  is  attractive  not  only 
financially  but  also  from  some  important  qualitative  points  of  view.  Continuity  -- 
having  one  provider  who  knows  the  patient  and  manages  the  patient  over  a period  of 
time  --  is  very  important.  We  can  see  a growing  need  for  personalization  and 
continuity  and  access.  At  the  hospitals  we  are  being  pressed  by  the  forces  of 
"utilization  review"  to  shorten  the  lengths  of  stay  in  the  hospitals,  to  deny 
admissions  and  to  move  patients  from  inpatient  to  outpatient  treatment.  There  are 
now  mandated  moves,  economically  motivated  by  the  payers  --  but  they  can 
fragment  the  care  and  assault  traditional  notions  of  "quality"  of  care.  Our  views  of 
what  is  right,  what  is  proper  for  a hospital  stay  are  being  worked  over,  and  it  seems 
to  me  that  if  a patient  doesn't  have  an  ongoing  relationship  with  a provider  where  he 
or  she  can  be  followed  but  also  be  educated  to  the  need  for  these  changes  and 
reassured  that  he  or  she  won't  get  lost,  the  patient  will  suffer  and  so  will  patient 
care.  Patients  will  feel  that  the  system  is  doing  them  in. 

The  personalization  that  comes  with  having  a solid  provider  relationship  in  a 
managed  care  system  also  tends  to  foster  the  provider's  awareness  of  the  patient's 
capacity  to  cope  — for  instance,  if  the  patient  is  to  be  cared  for  at  home,  is  the 
family  available  to  help  with  care,  with  material  resources  and  the  like?  When  I say 

"primary  provider,"  I don't  mean  the  physician  alone;  often  it  is  a team,  the 

physician,  nurse,  social  worker  and  secretary,  all  of  whom  combine  to  provide  access 
to  the  patient  throughout  the  course  of  the  day  and  night.  Flow  of  information 
seems  to  me  enhanced  in  managed  care,  flow  of  information  in  both  directions.  You 
could  turn  it  around  the  other  way  and  say  that  in  unmanaged  care,  particularly 
because  of  its  episodic  nature,  that  kind  of  information  flow  often  is  absent. 

Now,  I would  like  to  move  to  our  experience  with  the  Commonwealth  Health 
Care  Corporation,  an  attempt  on  the  part  of  the  teaching  hospitals  and  the 
community  health  centers  of  Boston  to  respond  to  the  pressures  felt  at  that  time  by 
Governor  King,  in  relation  to  Medicaid  funding.  He  wanted  to  cut  about  25%  of  the 

Medicaid  budget,  which  was  then  about  $1  billion,  so  he  wanted  to  cut  out  $250 

million.  We  said,  out  of  that  one  billion  something  like  $500,000  is  for  the  care  of 
the  chronically  ill  — are  you  going  to  cut  it  out  of  that?  No,  he  said,  we  have  done 
enough  to  the  chronically  ill.  Okay,  that  leaves  $500  million.  Now  $200  million  is 
mental  health.  Are  you  going  to  cut  out  any  of  that?  No,  we  have  already  done 
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more  than  enough  to  mental  health.  So  that  leaves  $300  million  for  acute  care  and 
you  want  to  take  $250  million  out  of  that?  That's  the  25%!  That  was  what 
stimulated  us  to  say  that  maybe  we  can  think  of  an  alternative  arrangement, 
because  in  the  last  analysis  no  matter  what  the  State  pays,  even  if  it  pays  nothing, 
the  poor  are  still  with  us,  the  illness  is  still  with  them,  and  they  will  be  there  in 
community  health  centers,  in  the  doctors*  offices  and  in  the  hospitals.  And  we  feel 
an  obligation  to  provide  the  care.  Regardless  of  what  payment  comes  forth,  the 
people,  the  illness,  the  problems  are  still  there.  That  was  the  motivation  that  got  us 
organized,  and  it  was  a tribute  to  the  community  health  centers  and  to  the  hospitals 
because  they  moved  from  what  had  been  relatively  insular  positions  v/ith  little 
relationship  to  each  other  to  form  a joint  organization  working  in  what  we  all  Firmly 
believed  v/as  the  public  interest,  even  though  at  times  in  specific  cases  it  was  going 
to  be  in  the  economic  disinterest  of  one  or  another  of  the  institutions.  The 
organization  of  the  Commonwealth  Health  Care  Corporation  was  primarily  a tribute 
to  its  Executive  Director,  Rina  K.  Spence,  for  without  her  this  joining  of  these 
various  agencies,  the  hospitals  and  health  centers,  certainly  would  not  have 
occurred.  It  was  significant  even  though  the  program  crashed.  It  was  significant 
also  in  triggering  the  interest  of  several  major  foundations  including  the  Robert 
Wood  Johnson  Foundation  which  has  now  stimulated  development  of  a large  number 
of  managed  care  programs  around  the  country,  exactly  the  sort  of  thing  that  CHCC 
was  trying  to  do.  Incidentally,  in  one  of  those  programs  in  Cleveland,  all  Medicaid 
patients  are  proposed  to  come  under  a managed  care  system  --  every  Medicaid 
patient,  not  just  AFDC  — and  it  will  be  interesting  and  important  to  see  if  they  can 
pull  this  off  and  how  well  it  works. 

As  you  know,  our  program  had  some  problems,  and  one  of  the  problems  was  that 
at  the  time  I don't  think  Governor  Dukakis  fully  appreciated  the  nature  of  managed 
care,  although  I think  he  does  now.  Another  problem  was  objection  from  some 
members  of  the  Welfare  rights  community.  It  was  interesting  because  we  didn't 
quite  understand  why  these  people  were  objecting  and  what  it  was  they  seemed  to 
feel  they  were  losing.  In  retrospect,  Rina  Spence  has  been  very  thoughtful  about  it, 
and  her  thinking  goes  something  like  this: 
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The  hospitals  and  community  health  centers  were  triggered  into  action  by  the 
state  government  threatening  a payment  reduction  that  would  clearly  hurt  us;  to  the 
Welfare  community  who  objected  to  CHCC,  what  we  were  doing  may  well  have  been 
viewed  by  them  as  an  emotional  response  to  what  ws  perceived  as  a threat  to  the 
provider,  rather  than  as  a threat  to  them.  Still,  why  should  such  a program  fail  that 
seemed  so  rationally  structured?  If  it  was  fear  of  action  by  the  government  that 
caused  the  providers  to  organize,  and  if  it  was  fear  of  action  by  the  government  that 
moved  us  toward  managed  care  as  the  solution,  maybe  it  made  sense,  as  far  as  the 
recipients  are  concerned  — particularly  those  who  organized  against  CHCC  — that 
fear  of  changes  in  their  patterns  of  receiving  care  might  have  been  the  basis  of  their 
concern.  After  all,  the  community  of  the  poor  have  a certain  mistrust  of 
institutions.  The  poor  may  mistrust  not  only  the  hospital;  they  may  mistrust  the 
government  as  well.  The  point  was,  there  were  fears  on  both  sides  — providers  and 
patients  — stemming  from  the  perceived  threat  of  unknown  consequences. 

In  retrospect,  I think  we  all  agree  — all  those  involved  in  organizing  CHCC  — 
that  better  communication  on  our  part  with  the  Welfare  community  might  at  least 
have  aired  and  even  alleviated  some  of  those  concerns.  The  providers  tended  to  see 
managed  care  as  efficient,  and  neighborhood  health  centers  as  very  appropriate  sites 
for  much  of  the  care  of  many  patients  who  were  then  being  cared  for  in  the  teaching 
hospitals'  clinics.  On  the  other  hand,  the  recipients  were  concerned  that  we  were 
attempting  to  create  two  classes  of  care,  and  thereby  exclude  them  from  what  they 
felt  was  their  right.  So  "freedom  of  choice,"  the  by-word  of  their  objections,  was  as 
much  a symbolic  issue  as  it  was  a substantive  one.  Thus  we  started  off  with 
differing  perceptions  of  quality  and  service  in  managed  care.  Ours  was  that  it  was 
good.  Theirs  was  that  it  wasn't  so  good.  And  CHCC  then  was  a new  system  which 
required  trust  on  the  part  of  the  community.  In  retrospect,  that  trust  was  not 
sufficiently  nurtured  by  us. 

It  may  seem  ironic  to  argue  that  the  Welfare  community  was  saying,  I don't 
want  to  be  forced  to  move  out  to  the  neighborhoods  for  my  care,  I have  confidence 
in  the  large  teaching  hospitals,  and  that  is  where  I want  to  stay;  and  at  the  time 
argue  that  the  same  community  did  not  trust  our  intentions  as  a large 
"establishment"  institution.  But  it  is  logical  to  consider  that  the  community  would 
say,  if  in  fact  we  like  the  care  we  are  getting  at  a hospital  but  we  are  not  really 
sure  of  the  long-term  motivation  of  that  institution,  we  really  cannot  give  up  the 
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opportunity  of  options.  We  want  to  have  the  option  to  vote  with  our  feet  if  it  looks 
like  this  institution  or  that  institution  is  not  responsive  to  us.  That  is  basically  what 
they  were  arguing:  we  need  the  protection  of  options.  Certainly  it  is  true  that  the 
commitment  of  various  institutions  in  their  care  of  the  poor  may  differ  over  time, 
and  sometimes  the  commitment  is  perceived  to  alter  even  when  it  hasn't  changed. 
But  in  the  absence  of  a long-term  basis  for  trust  and  in  the  absence  of  an  awareness 
of  the  nature  of  the  proposed  program,  in  the  absence  of  a sharing  of  the  goals  and  a 
joint  commitment  on  the  part  of  the  providers  and  the  community  of  patients  to 
make  the  program  work,  it  is  understandable  why  complete  freedom  of  choice  may 
well  have  been  seen  as  an  essential  protection  against  the  perceived  threat  of 
second  rate  health  care. 

That  experience  with  CHCC  taught  us  that  indeed  groups  can  come  together  to 
meet  common  goals  — the  hospitals  and  community  health  centers  did  so  — but  it 
also  taught  us  that  we  cannot  impose  new  systems  upon  those  who  are  to  receive 
care.  Our  weakness  lay  in  succumbing  to  the  rhetroic  of  the  objectors  and  not  being 
sensitive  enough  to  comprehend  v/hat  lay  behind  the  rhetoric.  We  were  too 
concerned  with  the  pragmatic  meaning  of  "freedom  of  choice"  rather  than  with 
interpretation  of  its  metaphoric  or  symbolic  significance. 

In  order  to  do  it  right  the  next  time,  we  have  got  to  work  with  the  community 
of  patients  in  a fashion  which  creates  any  new  major  effort  as  a joint  enterprise  in 
which  everyone  becomes  involved  and  everyone  is  invested  in  its  success  — patients, 
providers,  and  payers. 
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ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 

CONSUMERS'  POINT  OF  VIEW 


Boyce  W.  Slayman,  President 
Boyce  Slayman  and  Associates,  Boston  Massachusetts 
State  Coordinator,  Jesse  Jackson  for  President,  1984 

I come  with  two  perspectives,  one  is  local  and  more  personal,  one  is  national. 
The  United  States  is  the  richest  country  in  the  world.  As  such  it  has  the  potential  to 
provide  the  best  health  care  system  to  all  of  its  citizens.  To  meet  this  goal  there 
ought  to  be  a broad  private/public  partnership  program  of  health  maintenance  and 
disease  prevention.  This  partnership  should  support  and  assist  programs  aimed  at  six 
specific  problem  areas: 

o Increasing  health  care  costs. 

o Financial  problems  affecting  the  Medicaid  and  Medicare  programs. 

o Maternal  and  infant  health  care. 

o Health  care  for  the  elderly. 

o Disparities  in  health  status  between  blacks  and  whites. 

o Financial  instability  of  the  inner  city  and  rural  public  hospitals. 

As  I address  the  consumer  I am  looking  toward  the  uninsured,  the  underinsured, 
and  those  with  insurance  who  do  not  adequately  use  the  health  systems  at  their 
disposal.  There  are  four  major  points  to  consider  when  we  think  about  these 
consumers.  (1)  There  must  be  greater  awareness  among  providers  and  insurers  of  the 
consuming  public's  needs  and  demands.  (2)  There  must  be  education  of  the  general 
public  and  promotion  of  more  efficient  utilization  of  the  health  care  system. 
(3)  There  must  be  more  attention  to  prevention  and  more  appropriate  use  of  primary 
care.  (4)  Institutions,  state  and  local  governments,  providers  and  insurers  have  to 
become  more  involved  with  consumers. 

We  should  think  about  several  factors: 

o We  need  to  address  the  unavailability  of  family  practice  for  many  inner 
city  people. 

o We  need  to  see  the  direct  correlation  between  health  and  social  problems 
and  the  feminization  of  poverty. 

Obviously,  unemployment  and  underinsurance  are  major  factors. 


o 
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Consumers  should  be  invited  to  discuss  health  care  delivery  systems  so  that 
once  we  have  invested  the  energies  to  design  them  and  spent  the  money  to  construct 
them,  they  will  be  used.  Then  we  can  have  a better  and  healthier  nation. 
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ORGANIZING  HEALTH  CARE;  BALANCING  COST,  QUALITY  AND  ACCESS 

ONE  PHYSICIAN'S  POINT  OF  VIEW 


James  O.  Taylor,  M.D.,  Medical  Director 
East  Boston  Neighborhood  Health  Center 
Assisting  Physician,  Boston  City  Hospital 
Assistant  Physician,  Department  of  Medicine 
Beth  Israel  Hospital 

Visiting  Lecturer  on  Health  Services,  Harvard  School  of  Public  Health 


I come  from  a health  center  where  I am  employed  by  a community  board 
elected  by  people  who  get  their  health  care  from  the  center.  The  goal  of  the  center 
is  to  meet  the  primary  health  care  needs  of  the  entire  population  of  that 
neighborhood.  As  a result  I have  a feeling  for  what  a wide  range  of  people  want 
from  primary  medical  care.  And  I have  a strong  bias  that  delivery  systems  should  be 
built  around  the  needs  of  the  total  population  as  they  are  perceived  by  those 
populations. 

The  outline  asked  us  to  define  guality  of  care.  I think  a competent  provider 
must  be  able: 

1.  To  deal  effectively  with  a problem  when  the  patient  feels  it  should 
be  dealt  with,  without  long  waits  for  the  appointment  or  in  the 
waiting  room. 

2.  To  understand  and  respond  to  the  priorities  and  perceptions  of  the 
patient  about  his  or  her  problem  (not  judge  it  by  someone  else's 
check  list  of  how  "medically  important"  and  "urgent"  it  is).  This 
includes  relief  of  anxiety;  relief  of  a parent's  worry  about  a sick 
child;  assurance  that  everything  appropriate  is  being  done;  assurance 
that  nothing  serious  is  being  missed;  assurance  that  "My  discomfort 
and  anxiety  have  been  understood,  accepted,  and  relieved  to  the 
degree  possible."  People  need  to  believe  in  the  "expertise"  and 
"potency"  of  their  physician  or  care  provider.  This  deep  human  need 
was  effectively  responded  to  by  medicine  men  and  priests  in 
prescientific  cultures.  It  is  an  egually  real  need  in  our  own  culture. 
People  are  confident  in  the  health  care  provider  who  offers 
sensitivity,  respect,  concern,  and  real  communication  with  the 
individual  patient. 

3.  To  coordinate  and  deliver  the  best  technical  care  possible. 
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4.  To  Improve  health  and  quality  of  life  for  the  population  as  a whole. 

Less  disease,  less  disability,  and  longer  life  can  be  accomplished 
through  preventing  infectious  disease  by  imnriunization  of  the  whole 
population;  preventing  heart  disease  and  stroke  by  blood  pressure 
treatment,  advice  on  diet  and  prophylactic  medications  to  high-risk 
groups  (e.g.,  antiplatelet  agents  and  beta-blockers);  preventing 
accidents  by  encouraging  use  of  seat  belts  and  home  safety  for 
toddlers;  preventing  alcoholism  and  drug  abuse,  especially  through 
outreach  and  services  to  children  of  alcoholics;  preventing  venereal 
disease  and  pregnancy  in  teenagers;  decreasing  disability  and 
dependency  among  the  elderly,  or  conversely,  increasing  their 
functionality,  comfort,  satisfaction,  and  independence.  All  of  these 
are  "public  health"  issues  in  some  respect,  but  each  needs  to  be 
closely  tied  with  primary  care  delivery  in  order  to  be  most  effective 
and  to  reach  all  those  at  special  risk. 

These  are  the  standards  by  which  we  should  judge  the  impact  of  any  proposed 
changes  in  the  medical  care  delivery  system.  Today,  however,  cost  containment, 
free  market  competition,  and  institutional  survival  are  the  driving  forces  for  the 
reshuffling  and  reorganization  of  the  health  care  delivery  system.  Success  is  not 
judged  by  how  well  we  meet  population-based  needs  but  rather  how  effectively  we 
have  contianed  costs  and  how  well  each  institution  has  survived  financial  pressures. 
These  forces  flow  from  a change  in  society's  priorities  and  mandate  as  manifest  in 
federal  and  state  legislation. 

I am  concerned  about  the  impact  this  reorganization  has  on  the  poor,  the 
uninsured,  and  the  underinsured.  Let  me  give  some  examples  of  how  reorganization 
impacts  medical  and  health  care  delivery  in  East  Boston.  Under  the  intense 
financial  pressures  from  Chapter  372,  there  has  been  a decrease  in  the  willingness  of 
private  hospitals  to  care  for  uninsured  patients.  In  all  but  life  threatenting 
emergencies,  uninsured  patients  are  expected  to  pay  for  all  or  a substantial  part  of 
their  estimated  bill  prior  to  admission.  The  major  impact  of  this  policy  is  being 
mediated  by  primary  care  providers.  Another  manifestation  is  the  active  marketing 
by  hospitals,  HMOs  and  emergency  centers  to  the  insured  population.  Our  health 
center  depends  on  payment  from  this  population  to  remain  accessible  to  everyone 
regardless  of  insurance  status. 

The  rising  cost  of  Blue  Cross/Blue  Shield  Master  Medical  and  other 
comprehensive  insurance  plans  has  resulted  in  a dramatic  and  growing  shift  to 
lower-cost  plans  such  as  HMOs  and  IPAs.  These  plans  are  less  accessible  to 
residents  of  our  community.  So  people  continue  to  use  us  as  a source  of  easily 
accessible  care  but  have  become  essentailly  uninsured  for  our  purposes. 
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Under  Chapter  372  and  DRGs  there  are  incentives  to  become  more  financially 
viable.  They  have  induced  hospitals  to  develop  closer  ties  to  community-based 
services.  Such  arrangements  pose  threats  to  the  autonomy  and  responsiveness  of 
such  services.  The  corporatization  of  health  care  ~ the  horizontal  integration  of 
hospitals  into  for-profit  chains  — places  the  corporate  bottom  line  ahead  of 
community  need  in  the  decision-making  process.  From  my  perspective,  the 
emerging  fragmented  and  highly  competitive  systems  offer  little  protection  to  those 
in  greatest  need.  They  do  not  fulfill  society's  ethical  obligation  to  insure  equitable 
access  to  health  care  for  everyone,  because  they  do  not  give  everyone  a say  in  how 
his  or  her  care  will  be  provided. 
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ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 
UTILITY  OF  MANAGED  CARE  SYSTEMS  TO  THE  FRAIL  ELDERLY 


Robert  J.  Master,  M.D.,  Director  of  Long  Term  Care 
Department  of  Health  and  Hospitals,  Boston 
Director/Founder,  Internist,  the  Urban  Medical  Group 
General  Internist,  Uphams  Corner  Health  Center,  Dorchester 

I am  concerned  with  "quality  care"  for  the  "frail  elderly"  — those  individuals 
who  have  chronic  illness  or  disability  that  renders  them  homebound,  requires  their 
placement  in  an  institution,  or  requires  frequent  hospital  contact.  Some  have  lost  a 
degree  of  mental  competency;  a large  proportion  are  poor. 

"Quality  of  care"  for  the  frail  elderly  is  personalized  care  using  whatever 
resources  are  necessary  --  home,  nursing  home,  hospital  --  that  appropriately  meet 
the  needs  of  the  individual.  It  requires  finding  the  right  balance  of  technological 
intervention  to  prolong  life,  reduce  suffering  and  promote  dignity.  The  provider  or 
system  exercising  this  type  of  judgment  and  balance  provides  "quality  care". 

Included  among  the  policies  and  regulations  which  present  obstacles  to  "quality 
care"  and  which  have  brought  about  the  crisis  in  health  care  are: 

(1)  The  Medicare  bias  toward  acute  care.  Since  its  inception.  Medicare 
has  reimbursed  for  short-term  intervention,  not  continual  care  for 
the  permanently  home-bound;  it  has  reimbursed  for  expensive 
hospital  costs  but  not  for  expanded  home  care. 

(2)  Medicare's  increasingly  rigid  and  restrictive  reimbursement  policy 
toward  home  care  service  providers. 

(3)  Medicare's  restriction  of  physician  reimbursement  to  one  visit  a 
month  per  nursing  home  patient.  Between  monthly  visits  the 
provider  of  care  in  the  event  of  a problem  is  the  ambulance,  the 
emergency  ward,  and  the  hospital  — the  part  of  the  health  care 
system  which  is  most  expensive  and  least  sensitive  to  "quality"  as 
we  have  defined  it  here. 

(4)  Department  of  Public  Health  nursing  home  regulations  which 
prohibit  augmenting  or  expanding  services  to  meet  an  individual's 
needs  for  care  in  a nursing  home,  necessitate  transferring  such 
individuals  to  more  technologically  intense,  more  expensive,  less 
familiar  settings. 
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People  in  need  of  a balance  between  intervention  and  support  are  pushed  into 
acute  care  hospitals  and  the  public  policy  response,  Chapter  372  and  DRGs,  force 
them  out.  They  are  slapped  like  ping  pong  balls,  back  and  forth  between  those 
forces,  rather  than  having  their  needs  met  by  a more  rational  system  of 
reimbursement  and  regulation. 

Public  policy  has  forced  acute  care  hospitals  to  handle  a variety  of  problems  of 
the  frail  elderly  that  could  be  handled  better  and  at  less  cost  elsewhere.  Hospitals, 
which  should  be  narrowly  targetted  for  individuals  requiring  intense  technology, 
have  become  the  court  of  last  resort  for  the  frail  elderly  — at  great  cost. 

Only  a complete  restructuring  of  the  organizations,  regulations  and  financing  of 
the  entire  long-term  care  system  can  yield  more  humane  and  cost  effective  care. 

There  is  a citywide  effort  now  underway  in  Boston  to  refinance  and  reorganize 
long-term  care.  Medicare  and  Medicaid  funds  that  currently  pay  for  the  7%  of  the 
population  that  uses  70%  of  the  resources  will  be  pooled.  A range  of  long-term  care 
services  is  to  be  developed.  Primary  care  management  will  make  decisions  and 
allocate  resources.  This  removes  restrictions  on  professional  practice  and  use  of 
funds. 

Ethical  and  legal  safeguards  are  needed  around  the  issues  of  enrollment, 
disenrollment,  and  prolongation  or  termination  of  life.  A rational  and  thoughtful 
approach  is  needed  so  that  we  do  not  resolve  the  cost  crisis  by  euthanasia. 

Opportunities  to  address  the  health  care  of  the  frail  elderly  are  challenging, 
difficult  and  sometimes  dangerous,  mandating  a thoughtful  and  rational  approach. 
However,  we  must  take  advantage  of  opportunities.  It  cannot  be  done  any  worse 
than  it  is  being  done  now. 
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APPENDIX  A 

ORGANIZING  HEALTH  CARE:  BALANCING  COST,  QUALITY  AND  ACCESS 

THE  ISSUES 


Speakers  who  participated  in  the  Eorum  were  asked  to  address  the  following  issues: 

I.  Impact  on  Access 

A.  Describe  model 

1.  Consumers'  "freedom  of  choice" 

2.  Consumers'  involvement  in  defining  services 

B.  Client  Mix 

1.  Who  is  served,  who  is  not  served 

2.  Effect  of  adverse  selection 

3.  Implications  for  other  providers 

4.  Financial  implications  for  the  plan 

5.  Implications  for  high  risk  populations,  i.e.,  the  elderly,  pregnant 
adolescents,  others 

C.  Approaches  to  Cost  Containment 

D.  Changes  in  Insurance  Coverage 

E.  Uninsured  Population 

1.  How  the  program  addresses  the  needs  of  this  population 

2.  Programs'  ability  to  service  a share  of  this  population 

F.  Public  Policy 

1.  Public  policy  changes  needed  to  assure  access  to  uninsured  population 

II.  Impact  on  Quality 

A.  Effect  on  the  Patient:  Impact  of  Changes  on  Quality  of  Care 

1.  Define  quality  of  care  and  how  it  is  monitored 

2.  Effects  on  health  care  quality  of  efforts  to  reorganize  and  contain 
costs 

3.  Implications  for  high  risk  populations,  research,  teaching  and  new 
technologies 

4.  Assessment  of  effectiveness  of  old  technologies 

B.  Effect  on  the  Providers:  Changes  in  Roles 

1.  Loss  of  authority  and  autonomy 

2.  Denial  of  care  or  rationing 

3.  Redefinition  of  delivery  structure 
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C.  Changes  in  Utilization 

1.  Describe  changes  in  utilizaton  of  services 

2.  Medical 

3.  Health  Promotion 

4.  Social  Service 

5.  Psychological 

D.  Ensuring  Quality 

1.  Suggest  methods  to  ensure  quality  of  care,  such  as  insurance,  public 
policy,  legislation,  professional  education,  other 
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